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301 West Grove Street – Suite 2e 

Clarks Summit, PA 18411 
 

Thank you for choosing our office to improve and maintain your dental health. 
Please take a few moments to answer the questions on the following pages. The 

information provided is necessary and will help us serve you better. Please let us 
know if we can assist you in any way. 

 
Personal Information: 

 
Date: _____________        Patient Name: ______________________________________ 
Address: ______________________ City: _________________ State: _______ Zip: ________ 
Birthdate: _____________ Social Security Number: ________________   ___Male ___Female 
Home Phone: _______________ Cell Phone: ______________ Work Phone: ______________ 
 
Emergency Contact Information: 
 
Emergency Contact: _________________ Phone Number: __________ Relationship:__________ 
 
Parent / Guardian Information if patient under 18 years old: 
 
__ Mother __ Father __Guardian            Name: _____________________ Phone: ___________ 
 
Previous Dentist:  _________________________ Date of Last Cleaning: ___________ 
 
Whom may we thank for referring you?____________________________________ 
 
Insurance Information: 
 
Insurance Company: ________________________ Subscriber Name: ______________________ 
Patient Relationship to Subscriber: _____________ Insured’s Employer: ____________________ 
Employer’s Address: _____________________ City: ______________ State: ______ Zip:______ 
Insured’s Social Security Number: _____________ Insured’s Date of Birth: __________________ 
Member ID Number: _______________________ Group Number: ________________________ 
 
Secondary Insurance Information: 
 
Insurance Company: ________________________ Subscriber Name: ______________________ 
Patient Relationship to Subscriber: _____________ Insured’s Employer: ____________________ 
Employer’s Address: _____________________ City: ______________ State: ______ Zip: ______ 
Insured’s Social Security Number: _____________ Insured’s Date of Birth___________________ 
Member ID Number: _______________________ Group Number: _______________________ 
 
 
 

  Patient’s Name:___________________________ 
 
 
 
Consent for Use and Disclosure of Healthcare Information: 



 
Purpose of consent: By signing this form, you will consent to our use and disclosure of your protected health 
information to carry out treatment, payment activities and healthcare operations. 
 
Notice of Privacy Practices: 
 
You have the right to read our Notice of Privacy Practices before you decide whether or not to sign this consent. Our 
notice provides a description of treatment, payment activities, and healthcare operations, of the uses and disclosures 
we make of your protected health information, and of other important matters about your protected health 
information.  We encourage you to read our Notice carefully and completely before signing this consent. We reserve 
the right to change our privacy practices. We will issue a revised Privacy Practices, which will contain the changes. By 
contacting the office, you may request a copy of our Notice at any time you have the right to revoke this consent at any 
time by giving us written notice of your revocation. We may decline to treat you if you revoke this consent. 
 
Signature:____________________________Date:___________________ 
 
If consent is signed by a personal representative on behalf of the patient, please provide the following: 
Representative name:____________________________Relationship to patient:______________ 
 
Financial Policy: 
 
We bill and accept most insurance plans. We participate with several insurance carriers and follow the criteria of those 
carriers, yet due to limitless variations and exclusions of insurance plans, we do not participate with all plans or 
carriers. This means that the patient is responsible for any balance that remains after insurance payment. I agree to be 
responsible for the payment of all services rendered on my behalf or dependent’s behalf. I authorize and request my 
insurance to pay directly to the dentist insurance benefits otherwise payable to me. Failure to keep account current 
may result in the dentist being unable to provide additional services except for dental emergencies. In the event of 
default on payment of account, I agree to pay collections costs and fees incurred in attempting to collect on delinquent 
account balance. 
 
Signature:______________________________Date:__________________ 
 
If consent is signed by a personal representative on behalf of the patient, please provide the following: 
Representative name:____________________________Relationship to patient:______________ 
 
Rescheduling of Appointments: 
 
I understand that appointment time is very valuable and 24 hours notice must be given for rescheduling or cancelling 
appointments. I understand a $50 fee may be charged to me at the office’s discretion is 24 hour notice is not given. I 
understand that three failed appointments may result in termination of my patient status. 
 
Signature:______________________________Date:__________________ 
 
If consent is signed by a personal representative on behalf of the patient, please provide the following: 
Representative name:____________________________Relationship to patient:______________ 
 



 
 

 
 


